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CHAPTER I 
INTRODUCTION 
This is a study of fathers who were seen by a caseworker in 
the Children's Psychiatric Clinic at t he Massachusetts Memorial 
Hospital. 
Purpose 
The purpose of this study is to inquire into the attitudes 
of fathers toward the clinic, the treatment of their child and 
their own inclusion in the treatment process. General questions 
which were formulated for this purpose follow: 
1. How were fathers included in child guidance treatment ? 
2. In what ways did the fathers in therapy change their 
attitudes toward their participation in treatment, the 
child, and were there any changes in their family 
relationships? 
3. Did case work with fathers in child guidance pose any 
special problems? 
4. What were the values of including fathers in child 
guidance treatment? 
Scope of the Study 
This is a study of ten fathers who were seen for case work 
help in the Children's Psychiatric Clinic at the Massachusetts 
Memorial Hospital. 
These represent the total number of fathers whose cases were 
opened at the clinic between April 1949 and March 1953 and who 
1. 
w~re seen by a case worker a minimum of four times. At the on-
set of this study~ three cases were still active while seven had 
been closed. Five other fathers who were seen between one and 
three times by a case worker were excluded from this study be-
cause of their small number of contacts. Special emphasis for 
investigation was put on the areas covered by the second general 
question. 
Sources of Data 
The data for this study were derived from case recordings of 
social workers and psychiatrists at the clinic. These recordings 
were supplemented by discussions with the case workers and 
psychiatrists concerned with the cases when that was possible. 
Use was also made of literature dealing with father-child and 
other family relationships and parent-child treatment. 
Method of Procedure 
A schedule (see Appendix) was established containing specific 
questions. This schedule was applied to the ten cases in this 
study and their results supply the information needed to answer 
the preceding general questions. 
Limitations and Value of the Study 
The limitations of this study are related to the size and 
source of the case sample as well as the fact that recording of 
material was not done for the purpose of research and was there-
fore lacking in detail. The size of the study does not permit 
any significant statistical generalizations of answers found to 
2. 
the questions posed. However~ certain tentative conclusions can 
be drawn from the material which may point the way to further 
study of the father 1 s role iri the treatment of children. 
3. 
CHAPTER II 
THE AGENCY AND THE PSYCHIATRIC SOCIAL WORKER 
The Psychosomatic Clinic of the Massachusetts Memorial 
Hospital is part of the Department of Psychiatry and Neurology. 
It was established in August 1946 by the combined efforts of 
the Department of Psychiatry and Neurology and the Boston 
Uni versity School of Medicine. The cl i nic is still affiliated 
with the Boston University School of Medic i ne and serves as a 
treatment and training center for students of social work, 
psychology and medicine. It is divided into three sections, 
namely the Adult Clinic, Children's Clinic and Seizure Clini c. 
The Children's Psychiatric Clinic was established in 1948 
for the purpose of e valuating and treating psychoneurotic and 
psychosomatic di sturbances in children. The prerequisite for a 
child 's acceptance by the clinic is that the problem be acute 
and that the symptoms be of recent origin. The age limit for 
patients is eighteen years. Patients are referred by both the 
hospital and a variety of outside sources. All hospital re -
ferra ls are accepted and evaluated f or their treatment suita-
bility. 
In the Children's Psychiatric Clinic, a psychiatrist 
usually work s with the child while the parent or parents work 
with a s ocial worker. The patient is usually brought to the 
clinic by the parent who is most concerned about the problem. 
4. 
There are a variety of reasons for the mother's and/or father's 
inclusion in the treatment process. 
The social worker 's work with the parent or parents is very 
important to the total treatment process. First~ the parent is 
encouraged to express his feelings and opinions about the 
child's difficulties. That in itself helps the clinic to get 
a better understanding of the problem~ the affect associated 
with it and the reality situation. Further~ the social worker's 
conscious and skillfull use of the techniques at his command 
can help the parent to see the reality situation more clearly 
than before he came. The clinic believes that treatment of a 
child can only be successful in cases where the parent-child 
relationships are affected if the parent is willing to partici-
pate in the treatment process and is able to modify his behavior 
toward the child or the problem. Secondly~ the social worker 
can often help the psychiatrist who is treating the patient to 
understand better the latter's behavior in therapy sessions in 
light of the current events of which the . child is a part in his 
family. Thirdly ~ the social worker has special knowledge about 
,community resources. This is very helpful in certain cases 
v.rherein much collateral work is necessary for successful 
therapy of the patient . 
5. 
CHAPTER III 
THE ROLE OF THE FATHER 
The basic social unit of our society is the family in v·Thich 
each individual plays a distinct role) name l y that of mother) 
father and child . Society expects certain performances of its 
adult members which are primarily related to their sex. Tra-
ditionally in the family) the mother's role has been the rear-
ing of the children and the care of the household) while the 
father is expected to earn a livelihood for the family outside 
the home . 
The qualities which enable the woman to perform her role 
are primaril y her warmth and givingness whereas the man is ex-
pected to have developed drive and aggressiveness) the tradi-
tional tools of economic success. Thus) in the family there 
must be the distinction of roles if the child i s to grow into 
an individual who is able to assume his responsibilities in 
society . Therefore ) the presence of mothers and fathers in 
the family is of vital importance to t he children. English 
and Pearson state: 
The small boy needs the visible presence of his father 
f or two reasons: he needs a male person to imitate and 
he needs a masculine foil with whom he can learn h ow to 
temper and exercise his feelings of aggression and love .... 
If there is no father present with whom the boy can 
identify) this process does not take place and the boy 
is deprived of the advantage of having at his disposal 
the useful reaction patterns which the father has 
6 . 
developed from his life experiences for solving his 
conflicts) and which have contributed to his success. 1 
English and Pearson continue to the effect that the father is 
the prime love object of the little girl in her struggle with 
the mother for the father 1 s love. When the girl feels that she 
11 cannot replace mother in her relationship with the father) she 
sets her sights on winning the love of a man like her father. 
To be successful in thatJ she wants to become like her mother) 
which is at the base of the girl 1 s sexual indentification 
process . It is evident then that mother and father must play 
, distinct roles in the family to serve the need of their 
children. Allen expresses it: 
The family can function only through the individual 
differences of its members) determined and lived in 
three ~asically related roles of father) mother and 
child. 
Yet too often in the pastJ our society has overlooked the 
fact that the roles are related and has assumed that there is 
a sharp dichotomy between the roles of mother and father. In 
terms of bringing up the children) society has often tended 
not only to overlook the relatedness of the parental roles) but 
1 
l. 0. Spurgeon English) M.D. and Gerald H. J. Pearson) 
Emotional Problems of Living) p . 91 
2. Frederick H. Allen) ''Dynamics of Roles as Determined 
in the Structure of the Family 11 J American Journal of 
Orthopsychiatry) l2:128 J January 1942. 
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has acted as if the two should never meet in any kind of 
harmony. Thus, it has been mother 1 s province to care for the 
children and if the children have difficulties, it has been 
traditionally her vvorry and responsibility. The father is in 
a sense supposed to . be too busy earning a livelihood to be 
bothered with such matters. As Douglas Thorn has commented on 
this aspect of our society: 
One of the most pathetic situations in family relationship s 
is the 11 fatherless 11 household. By this, not the dead 
father, divorced or sick,etc., but rather one who finds 
his business, his golf, his club, in general his pro-
fessional or social obligations so engrossing that the 
family is denied his companionship. In such3cases, children are absolutely dependent on mother. 
As the saying 11 there are no problem children,only problem 
parents 11 became popularized, mothers had to carry an e ven 
greater burden of guilt and responsibil i ty when problems in 
the children did arise. 
Unfortunately, child guidance clinics in the past, and 
even to a great extent today, have a share in promoting this 
cultural attitude or pattern. They have traditionally worked 
with the mothers when a child has been brought to the clinic 
for help a nd the father, in most instances, has continued to 
be the 11forgotten man 11 in the treatment process. There are 
many r easons and j ustifications that have been advanced for 
3. Douglas A. Thorn, Everyday Problems of the Everyday 
Child, pp. 46-47 
8 . 
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this practice. It is felt unrealistic to talk about working 
with fathers because of the shortage of clinic staffs; that the 
fathers are too difficult to reach because of their working 
hours and that by concentrating their energies on the child and 
his mother~ more families can be helped. 
While it has been found by Irgens4 that modification of 
parents 1 attitudes toward their children usually resulted in 
improvement in their children 1 s behavior~ it has been further 
shown in a study by Burgum5 that the family balance in some 
cases where just the mother and child are in treatment often 
becomes so upset that the fathers~ who prior to the mother 1 s 
treatment had established a balance in the family constellation~ 
find themselves at loose ends and decrease in their effectiveness 
as parents. 
It would seem important for child guidance clinics to make 
real efforts t owards involving fathers in the treatment process~ 
its intensity depending upon the particular family situation. 
1 Further~ it would seem that the lack of researchand theoretical 
writings devoted to fathers in child guidance may hinder im-
proved treatment service to families and that greater efforts 
4. Effie Martin Irgens~ "Must Parents 1 Attitudes Become 
Modified in Order to Bring About Adjustment in Problem 
Children?''~ Smith College Studies~ 7:17~ September~ 1936 . 
5. Mildred Burgum~ "The Father Gets Worse: A Child 
Guidance Problem"~ American Journal of Orthopsychiatry~ 12:427 
July~ 1942. 
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might be made in this direction. To summarize: 
... it seems rather unrealistic to screen off within the 
clinic setting two members of a family and attempt to 
modify the relations between them with little thought 
being given to tge other parent who may both affect 
and be affected. · 
6 . Mary E. Richards, 11 When to Include the Father in Child 
Guidance 11 , Smith College Studies, 14: 79, 1948-1949 
10. 
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CHAPTER IV 
DATA AND FINDINGS 
This chapter is designed to introduce the data and findings 
of this s tudy. 
General Characteristics of the Subjects 
The fathers ranged in age from 25 to 58 years and all of 
them were living with their families at the time of the study~ 
except for one who was · separated from his wife. Three fathers 
had not gone beyond the eighth grade in school~ two had not 
g one beyond high school~ two had not gone beyond college and 
three had graduated professional school s . The two fathers who 
had not gone beyond college worked in the fields for which they 
had prepar ed academically. Only one of t he professional 
school graduates was employed in his field . 
TABLE I. 
AGE, SEX, GRADE AND SYMPTOMS OF PATIENT AT INTAKE 
Case Age in Sex Grade Symptom 
Years and 
Months 
A. 5-9 m first head banging and nightmares 
B. 3-6 m none stuttering 
c. 10-1 m fifth school refusal 
D 6-2 f first bizarre · and autistic behavior 
E. 7 - 11 m second attempts to strangle himself 
F . 5-6 m kinder- bizarre and autistic behavior 
garten 
G. 6 m first f ood refusal 
H. 7 -1 m first school refusal 
I. 4-10 m nursery school refusal 
J. 13.:..1 f eighth fire setting 
11. 
As ~·ms shovm in Table I, the age range of the patients was 
three years and six months to thirteen years and one month. 
Seven vlere in grammar school, while three were of younger than 
grammar school age. There were eight boys and two girls. 
The patients presented a variety of symptoms. Three refused 
to go to school and t wo presented bizarre behavior (atypical ). 
The remaining five had a scatter of symptoms . 
Tables II, III and IV indicate how the fathers were in-
eluded in the treatment process, when this took place in rela-
tion to the mothers ' treatment and the regularity of their 
clinic contacts. 
TABLE II. 
HOW FATHERS CAME TO THE CLINIC 
How Fathers Number 
Came to 
the Clinic 
With the patient on 3 
his own initiative 
At the suggestion 6 
of the clinic 
At the request of 1 
an outside agency 
Totals 10 
Table II shows that three fathers came with the patients 
on their ovm initiative and one came at the request of an out -
12. 
side agency, the court. The fathers who came on their own 
initiative all indicated at intake that they were concerned 
about the patients' problems and wanted to help in the treat-
ment process . One of these fathers was separated from his wife 
but had custody of the children. Another father came for the 
intake interview without the mother, although the appointment 
had been arranged with the latter. The third of these fathers 
came for intake with the mother. 
The largest proportion of the fathers, or six out of ten, 
came at the suggestion of the clinic. Two of them were seen 
primarily because their relationship with the patients needed 
to be strengthened; two fathers came because the mothers were 
medically unable to continue in treatment on a regular basis; 
a fifth father was seen primarily to help him · feel more posi-
tive toward the patient's treatment, while the last of these 
six fathers was seen because his own maladjustment was very 
disturbing to the family. All of these fathers were drawn into 
the treatment situation from nine months to two years and eight 
months after their children had started treatment with their 
wives. 
The one father who was requested to come by an outside 
agency brought the patient by himself, although both he and 
his wife had been requested by the court to seek psychiatric 
help together with the child. 
13. 
The clinic used various approaches to involve the fathers 
in treatment. Five fathers were drawn into treatment on the 
basis that their talking with a social worker would be helpful 
to the patients' treatment. Their views~ impressions~ thoughts 
and feeling s about the patients and the problems could facili-
tate treatment . Coming for interviews would also afford the 
fathers with an opportunity to become acquainted with the 
clinic and ask any of the questions which were so common among 
parents of children at the clinic. Sometimes any combination 
of the above approaches would be used, depending on what was 
. known a bout the father through previous contact with the patient 
and/or the mother. In the sixth of these cases the father was 
afforded a n opportunity to come for interviews on the basis that 
the clinic. was concerned and willing to help him with his 
difficult employment situation. 
TABLE III 
ONSET AND REGULARITY OF MOTHERS' TREATMENT 
When Mother Start- No. Continued Continued Disc on-
ed Treatment Regularly Irregularly tinued 
Earlier 6 3 2 1 
than father 
Same time 1 0 0 1 
as father 
La ter 3 1 0 2 
than father 
14. 
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= 
Table III shows in summary form the nature of the mothers' 
clinic contacts in relation to the fathers' entry into treatment. 
As is indicated in T~ble IV, six of the fathers came to the 
clinic for weekly appointments. Three of these were regular in 
their clinic attendance and three missed appointments only 
seldom. Four fathers came to the clinic on a less than weekly 
l basis; of these, three kept their appointments regularly, while 
' 
one missed them often . 
There were difficulties in scheduling appointments with 
eight fathers. In six of the eight cases it was necessary to 
!arrange a flexible appointment schedule because of the fathers' 
occupational obligations; ~n the other two cases a flexible 
schedule was necessitated by illness in the families . 
TABLE IV. 
NUMBER, FREQUENCY AND REGULARITY OF FATHER'S APPOINTMENTS 
, cases No. of Weekly Less Regular Misses Misses 
Times than Seldom Often 
Seen Weekly 
A. 5 X X 
B. 4 X X 
c. 8 X X 
D. 25 X X 
E . 11 X X 
F. 25 X X 
G. 21 X X 
H. ll X X 
I. 6 X X 
J. 7 2 X X 
__ i_ = 
~ 
-- -- --
15. 
-----
The following tables (V through XI) show the fathers' 
a ttitudes toward the clinic~ treatment and the patients ' prob-
lems. 
Table V shows that five of the fathers in this study de-
clared themselves as willing to participate in treatment. ln 
four of these fathers that attitude remained the same; one 
f a ther was unwilling or unable to participate further in treat-
ment just prior to termination. 
TABLE V 
FATHER ' S ATTITUDE TOWARD TREATMENT PARTICIPATION 
AT I NTAKE AND JUST PRIOR TO TERMINATION* 
Willing 
to par-
ticipate 
Cases 
A B c D E F 
i t i i t i t i t 
G H I 
Uncertain 
about 
partici-
pating 
i i i t i 
J 
Unable or 
unwilling 
to parti -
cipate 
t t t i t t 
* 11 ill denotes intake 
lit 11 denotes just prior to termination 
Four fathers were uncertain about participating in treatment 
v.Jhen t hey came for the intake interview. One of these fathers 
16 . 
did not change his attitude, whereas, three felt unable or un-
willing to participate further in treatment just prior to ter-
mination. 
One of the ten fathers was um-Jilling to participate in the 
' treatment of the patient when he carne to the clinic. He was 
still unwilling toward the end of his clinic contact. 
Table VI (p. 18 ) shows that five fathers expected their 
. participation to consist of giving information and thus 
helping the patients• treatment. Four of these five fathers 
changed to wanting to get help for themselves and to help the 
patients' treatment. One of the five fathers changed to 
wanting help for himself regardless of the patient's treat-
ment. 
Four of the ten fathers expected to be given information 
and that this would further the patients' treatment. Two of 
these four expected during treatment to give information and 
, that this would further the patients' treatment. One father's 
expectations had changed by the time of termination to 
wanting help for himself regardless of the patient's 
treatment. 
One of the fathers carne to get help for himself and 
maintained that attitude throughout treatment. 
17. 
TABLE VI 
FATHER'S EXPECTATIONS OF HIS PART IN TREATMENT* 
Cases 
A B c D E F G H I J 
Give infor-i t t i i i i 
mation to 
help p t•s 
treatm•t 
1 Get infor- i i i i t 
mation to 
help pt 1 s 
treatm•t 
! Get help t t t t t 
for him-
self to 
help pt 1 s 
treatm•t 
Get help t i t 
f'or him-
self re-
gardless 
of pt. 
* ''i'' indicates expectations at intake 
"t" indicates prevalent attitude during treatment 
Table VII (p. 19) indicates that the treatment goals for 
the fathers varied a great deal. It also shows that there was 
much overlapping of goals for the fathers. It is signifi-
cant that in six of the ten cases it was felt that the 
relationship between the father and the patient needed to 
be improved. 
18 . 
TABLE VII 
TREATMENT GOALS FOR FATHERS 
Goals 
Evaluation of patient's behavior 
, Help father become a more masculine 
person with whom the pt. could identify 
Help father maintain his controls 
Help father feel that he is involved 
in the treatment process 
Help father cope with a very 
difficult reality situation 
Help . father secure permanent employment 
Help father to accept the pt's illness 
Help father to feel more 
positive toward the pt's treatment 
Help the father-patient 
relationship to be healthier 
TABLE VIII 
FATHER'S ATTITUDE TOWARD PATIENT'S TREATMENT* 
Cases 
A B c D E F G H 
Wants help i t i i t i t i t 
for pt. 
Uncertain re i t i t 
help for pt. 
Does not want t i .... v 
help for pt. 
Unknown i 
* 
II ill indicates attitude at time of intake 
nt n indicates time of termination or last contact 
Number 
I 
t 
4 
2 
1 
2 
1 
1 
2 
1 
6 
i 
J 
t 
19. 
Table VIII shows that five of the ten fathers wanted help 
for the patients at intake, Three of these fathers continued 
that attitude and one became uncertain. The other felt that he 
did not want help for the patient at the end and the clinic 
concurred that the patient was not in need of it. 
At the time of last contact,one of the three fathers who 
were uncertain about their wish (or their children's getting 
psychiatric help felt that he wanted the help offered. Two of 
them remained in the uncertain category. 
The one father who did not want psychiatric help for his 
child at intake maintained that attitude. The attitude of the 
remaining father was unknown both at intake and at termination. 
Three fathers used the interviews during the intake stage 
primarily to talk about the patients' problems, excluding them-
selvesj four fathers talked primarily about themselves at the 
exclusion of the patients and their problemsj two fathers talked 
both about themselves and the patients but were unable to relate 
their own experiences to those of the children. One father was 
able to talk both about himself and the patient and relate the 
two. As treatment continued, six fathers were able to use the 
interviews to talk both about themselves and the patients, re-
lating their own anxieties and problems to those of their 
children. Five of those six fathers were among those who had 
come at the suggestion of the clinic . 
20. 
TABLE IX 
HOW FATHERS UNDERSTAND CAUSATION OF THE PROBLEM* 
Cases 
A B c 
Tends to t i t i 
blame self 
excessively 
Cites mother 's 
failing s i t t 
Blames envi- i t 
ronment 
Blames here -
dity 
mo's family 
fa's family 
Blames organ-
ic or physi-
cal factors 
Blames no 
single fac-
tor, having 
some limited 
understanding 
Considers to-
tal situation 
, needing lit-
tle clarifi-
cation 
i 
D 
t 
i 
i 
i 
E F G H I 
i t 
i t 
t i t 
t 
Denies i i t 
problem 
* 11 i 11 Indicates understanding at intake 
''t 11 Indicates understanding at point of termination 
or last contact 
J 
i 
As indicated in Table IX, there was a certa in amount of 
t 
overlapping in the causes to which the fathers attributed the 
existing problems. Five fathers blamed either themselves 
21. 
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and/or the mothers for the patients' difficulties. Three of 
these did not change their understanding of the causation during 
the course of treatment. Of two fathers who denied the problem 
at intake, one remained in that category throughout treatment. 
Two of all the fathers gained a good understanding of how the 
problems came about, one of them having come with only a limited 
understanding. 
Table X, which follows, inquires into the fathers' awareness 
of the emotional aspects of the patients' problems. To be in 
the category of recognizing the emotional a spects, a father had 
to feel that the patient 's difficulties were at least in part 
due to, or aggravated by, interpersonal relationships. 
TABLE X 
FATHER'S AWARENESS OF THE EMOTIONAL ASPECTS OF PATIENT'S PROBLEM 
Cases 
A B c ·n E F G H I J 
Accepts or t i t i t i t t 
recognizes 
emotional 
aspects 
Uncertain i i i t 
re emotion-
al aspects 
Unaware or t t i i t 
unable to 
recognize 
emotional 
aspects 
Denies or i i t 
is uncon-
cerned re 
problem 
* 11 i 11 indicates intake 
11 t 11 indicates prevalence during treatment 
Table X indicates that three fathers were aware of the 
emotional aspects of their children's problems. Their awareness 
did not change in the course of treatment . Three fathers were 
uncertain about the emotional aspects of the problems. Two of 
these became aware of them in the course of treatment, while 
one was unable to accept them. 
Two fathers were not aware of the emotional aspects of 
their children's problems. One of these became uncertain 
about them in the course of treatment, while the other one did 
not change . Two of the ten fathers denied the emotional aspects 
or were unc oncerned about the problems. One of these was unable 
to accept them, whi le the other remained unconcerned. 
TABLE XI 
FATHER'S EVALUATION OF PATIENT'S TREATMENT* 
Cases 
A B 
Beneficial i 
Not benefi-
cial or un-
certain 
Unnecessary t 
at this 
time 
Harmful 
Unknown 
i 
t 
* 11 i 11 denotes intake 
c 
i 
t 
D E F G H 
t i t t i 
i i 
i t 
t 
I 
i t 
11 t '' deootes tE;rmination or last contact where case is 
stl.Ll actlve 
J 
i t 
23. 
Three of the ten fathers thought of treatment as beneficial 
to the patients at intake . Two of these began to feel during 
the course of treatment that it was unnecessary for their 
children at that time; the other father felt throughout that it 
was helpful to the patient . 
Five of the fathers felt at intake either uncertain or 
negative about the benefits of treatment. During treatment, 
two of these fathers changed their evaluations of the patients' 
treatment to "helpful"; one of the five fathers felt that treat-
ment was not necessary at that time . Another father became un-
certain about the benefit, while the fifth's father ' s evaluation 
was unknown to the clinic. 
Another question is whether there were any changes in the 
fathers' relationships while they were in treatment. Table 
XII (p . 25) tends to answer that question . In order to establish 
the categories "more satisfactory11 , "less satisfactory" and 
11 same", data indicating the quality of their relationships from 
intake through treatment have been collected and analyzed . 
Some allowance should, however, be made for the subjectivity of 
the social workers and psychiatrists who reported these changes. 
Many of the changes were not directly observable in the inter-
views and, therefore, were suggested or inferred rather than 
clearly stated . 
The aforementioned data include changes in the fathers ' 
responsibilities toward the care and discipline of the children~ 
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the householdJ financial and recreat ional matters and where and 
with whom the fathers spent their leisure time. 
TABLE XII 
CHANGES IN FATHER'S RELATIONSHIPS IN COURSE OF HIS 
Father 
and pt. 
Father 
and mo. 
Father 
and 
other 
chn. 
Father 
and 
others 
in 
house-
hold 
More Sa-
tisfying 
3 
4 
2 
TREATMENT* 
Unchanged 
3 
3 
4 
2 
Less Sa-
tisfying 
2 
l 
l 
Unknown 
2 
2 
l 
l 
* Two of the fathers had only one child. Three fathers had 
people other than their own family living with them. 
Also included in the data are whetherJ how and to what extent 
the fathers shared in the pat ients ' homeJ school and outside 
act i vitiesJ the nature of their discipline of the children and 
how they shared in that with the mothers . 
The nature of the relat ionships was determined by inquiring 
into the following areas: acceptance of each other as persons 
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and the obligations inherent the relationship, cooperation 
between the father and the other individual and enjoyment de-
rived from sharing in activities. In ca ses where there was 
evidence tha t these changes were in a mor e positive than nega-
tive direction, they were considered to be more satisfying. 
In case s where the opposite held true, t hey we~e considered to 
be le.ss satisfying . In cases where the positive and negative 
changes tended to balance each other or where there were no 
changes, they were considered to be the same . 
Table XII indicates that in cases where changes in the 
quality of the relationships occurred, they were positive more 
than t wice as often as negative. Specifically, in the father-
patient relationships, three of the cases showed a change to 
more satisfying , three remained the same, two were less satis-
fying a nd t wo unknown. However, in three cases which remained 
uncha nge d duringtreatment, the relationships were fairly 
satisfy ing at the point of intake. Thus, in six of the ten 
cases, the f a ther-patient relationships at the last contact or 
point of termination had remained satisfying or had improved. 
The father-mother relationships improved in four cases, 
remained unchanged in three, became less satisfying one and 
t wo were unknown. However, in the three cases which were 
reported as unchanged, the relationships were not satisfying 
at intake. Thus, at the last contact, the father-mother re -
1 lationships were unsatisfying or less satisfying in four of 
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the ten cases, while four improved . 
In terms of the fathers' relationships with their other 
children, t wo of the eight cases in which there were other 
children showed improvement, four remained unchanged, one 
became less satisfying and one was unknown . In the four cases 
which r emained the same, the relationship s were fairly satisfying 
at intake. Therefore, ~n six of a total of eight cases, the 
fa ther s' relationships with their other children were satis-
f ying or improved at termination or last contact. 
There were three ca ses in which others than immedia te 
family membe r s lived in the household. Two of their relation-
ships with the fathers were reported as unchanged, while one 
was unknown . Of the two which were unchanged, one r elation-
ship was unsa tisfying , while the other wa s satisfying. 
Treatment of nine of the fathers had been terminated; 
however, in t wo of these cases the children are still in 
treatment. One father left for another city and is in treat-
ment there to work on his own problems. The tenth father is 
still in treatment with his child and is unlikely to be ter-
minated at this time. 
Five of these nine fathers terminated their clinic conta cts 
' themsel ves. Four of these withdrew because of strong resist-
ance to treatment; the other father, who was in military 
service, wa s t r ansferred to another sta te. 
One of the four cases terminated by the clinic was agree-
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able to further treatment~ but shortness of staff made it 
impossible to meet that father's need for a flexible appointment 
schedule. In a second case the father had made progress and 
the patient had reached his maximal goal. In the third of 
these cases~ the patient had made symptomatic improvement~ but 
no real progress was considered possible with the father as he 
could not accept the boy's increased self-assertiveness. In 
the fourth case the father refused to cooperate with treatment 
plans for . the patient. 
The fathers came to the clinic in three different ways and 
have been grouped accordingly. Group I consists of three 
fathers (Cases A through C) who brought the patients to the 
clinic; Group II consists of six fathers (Cases D through I) 
who came to the clinic at the suggestion of the clinic; Group 
III consists of one father (Ca se J) who came to the clinic with 
the patient at the request of an authoritarian agency --- the 
court. Therefore~ a summary of the most significant findings 
will be presented in terms of these groupings. 
All the fathers in Group I were at least college graduates 
and were employed as professional or white collar workers. 
They were seen an average of 5 .7 times with a range of from 
four to eight interviews. All of them were willing to partici-
pate in the treatment process at intake; however~ two of them 
were progressively less able to participate and withdrew from 
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treatment. Two of the fathers changed their view of participa-
tion in treatment from being given information to wanting to 
give helpful information. Of the two fathers who wanted 
psychiatric help for the patientsJ one changed to being un-
certain and the other did not want it. One of these three 
fathers used the interviews to talk about himself and his role 
as parent in relation to the patientJ whi le two were unable to 
relate their own experiences to those of the patients. The 
third father changed from being uncertain regarding help to 
wanting it. 
The fathers in Group I tended to blame themselves for 
their children's difficulties or else ascribed blame to the 
mothers and the environment. None of them moved out of those 
categories. At intakeJ only one father recognized that the 
patient's difficulties hadat least in part an emotional basis. 
Treatment helped one more of these,fathers to recognize it. 
The other father denied any emotional aspects after at first 
suggesting that possibility. Two of these fathers at intake 
thought that treatment of the patients would be beneficial and 
one that it was unnecessary. Two of the fathers felt it to be 
unnecessary at the time as treatment proceededJ while the 
attitude of the third father was unknown. 
Two of the fathers in Group I had satisfying relationships 
with the patients at intake and did not change appreciably in 
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either direction. The relationships of two fathers with their 
wives remained unsatisfying during their treatment~ while the 
relationships to 'th jj clJ.t:her children remained satisfying. 
The educational background of the six fathers in Group II 
was equally divided between grammar school~ high school and 
college or graduate school. They were seen an average of 16 .5 
times with a range of six to twenty-five interviews. Three of 
the fathers retained their willingness to participate in treat-
ment throughout their clinic contact. Four of the six fathers 
changed in the nature of their treatment participation from 
giving information to trying to get help for themselves and 
thereby helping the patients• treatment. None of the fathers 
in this group changed his attitude toward the patients• being 
in psychiatric treat'ment as compared with the fathers in Group 
I, all of whom changed their attitude in that area during 
treatment. Three of the fathers wanted help for their child-
ren, while the other fathers were evenly distributed among the 
remaining three categories. 
Four of these six fathers used the interviews to talk about 
themselves, their roles as parents and related this to the 
patients• difficulties as treatment progressed. The other 
two fathers talked primarily about themselves and were unable 
to establish a link between their own anxieties and their 
children's problems . This group also has the only fathers who 
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gained at least some understanding of the problems 1 causation. 
One of the two fathers who denied the emotional aspects at in-
take retained this attitude throughout treatment; the other 
father became uncertain in this respect. However~ three 
fathers~ or one more than at intake~ were enabled to recognize 
the emotional aspects of the problems. Fathers in this group 
were also the only ones who viewed the patients 1 treatment at 
the end of contact as having been beneficial~ as three of them 
did. The other three fathers in this group saw it variously as 
unnecessary at that time~ harmful or did not express themselves 
about it. Four of the fathers in this group experienced great -
er satisfaction in all their family relationships during the 
course of treatment. They were the only ones in this study 
whose relationships improved. Only one father 1 s relationships 
did not improve in at least one area. 
The only father in Group III had had a very .limited educa-
tion and had been unemployed for several years . He was seen 
a total of seventy-two times . The only significant changes 
that occurred in the course of his treatment was increasing 
inability to continue in treatment and decreasing satisfaction 
in all of his familial relationships. 
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CHAPTER V 
CASE PRESENTATIONS 
As was indicated in the previous chapter _, the fathers who 
we re seen fell into three groups: Group I_, those who came to 
the clinic on their own initiative; Group IIJ those who came 
upon the clinic's suggestion; Group IIIJ the father who was 
requested to go to the clinic by an out s ide agency. For pur-
poses of presentation and discussion, four cases have been 
selected on the basis of that grouping: one case from Group I_, 
two cases from Group II and the one case from Group III. An 
attempt has been made to show in these case s what changes took 
place in the fathers' attitudes in the course of treatment and 
how these came ab out. These four cases were also selected be-
cause of their clarity in showing the fathers • attitudes and 
because they were generally representative of their groups . 
In Group I (three cases) the fathers brought the patients 
because they were concerned about the problems and wanted to 
help. Two of these fathers came without the mother. One of 
these fathers was separated from his wife and had custody of 
the children. In the other case the father brought the patient 
for intake without the mother although the appointment had been 
arranged with the latter. In the third case_, the father came 
for intake with his wife and the patient. That case has been 
selected for presentation. 
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Paul was a ten year old fifth grader when his parents 
brought him to the clinic. He had refused to go to school 
for two months prior to their coming. Paul had always 
been a good student and had gotten along well with other 
children. The parents dated the onset of the symptom to 
the boy 's convalescence from chicken pox, with which he 
had come down while visiting out of town. Upon his return 
home his infant sister contracted the same disease and he 
felt that he was to blame for it. He then refused to 
return to public school, though he attended religious 
school for some time thereafter. He complained of pains 
in his legs and when the family pediatrician could find 
no organic basis for the complaints, he suggested the 
parents take him to a psychiatric clinic. On two occasions, 
after Paul had also stopped going to religious school, he 
confided to his MGM that he had no real pain, and that 
he felt very unhappy about not wanting to go to school. 
Paul was the older of two siblings . He had a sister 
who wa s six months old at the time of his intake. Paul's 
mother was thirty-six and his father thirty-nine at that 
time. The family resided in an apartment in a middle 
class residential area. The mother was a housewife and 
the father an office manager. 
The father stated that he was concerned about the boy's 
behavior and wanted the clinic to evaluate and treat him. 
He expected to be given information as to the best way of 
handling the boy. When told that it is difficult to tell 
parents what to do, he became a little freer about giving 
information concerning the patient, feeling that this 
would further treatment the most. The father seemed to have 
come with an attitude of letting the psychiatrist solve 
the boy's problems. 
The father was the youngest of four brothers and had 
a one year jounger sister . The brothers we re all at 
least five years older than father. He indicated that he 
had been very jealous of his younger sister and described 
his childhood as one of great poverty. He never got along 
well with his father and spoke of his mother as having 
been easier to turn to than his father. However, both 
parents quarreled a great deal with each other and father 
felt that he had been on his own most of the time. Like 
his brothers, he worked hard to pay for his education. He 
graduated medical school but never passed his state boards. 
Two brothers who had gone to law school are not practicing 
their profession either. Although father spoke little of 
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these failures in his family) one got the impression that 
this constituted a rebellion against the paternal grand-
father's stress on education) especially since the only 
boy to receive only a high school education was much 
better off financially than any of his brothers. Father 
seemed to carry a good deal of responsibility in relation 
to his job but expressed very little feeling about it. 
Father married mother while he was still in medical 
school . For the first two years of Paul's life) father 
interned in a city distant from wherethe family resided. 
Father did not express himself about the period or his 
present relationship to his wife. He thinks of her as 
impatient with and lacking understanding of the children. 
During the intake interview his wife deferred repeatedly 
to father and encouraged him to talk; however) the worker 
felt that mother really dominated the father. 
The mother did not pursue a career) yet she seemed to 
take little responsibility for the care of the family, 
pushing this unto her husband. Her comment that she was 
too busy to come to the clinic and that she saw no need 
for it as long as the father was coming indicated to the 
worker the extent to which the mother seemed to shift 
the maternal role onto the father. The manner in which 
father followed mother's refusal to continue in treatment 
by withdrawing himself only two weeks later was in part 
another indication of the control mother had over father. 
Little was expressed about father's relationship with 
his daughter. Father rarely mentioned her and it seemed 
as though she was still somewhat unreal to father. 
The father's relationship to the patient seemed on the 
whole to be positive. He conveyed the impression that he 
felt much more warmth for Paul than did the mother; how-
ever) his understanding of the problem seemed meager. He 
continued to blame the school for Paul's difficulties and 
felt that the teac.hers lacked understanding and training. 
The father was perplexed by the problem. He thought 
of various ingenious means to induce Paul to return to 
school without success. At the time of intake he was the 
parent most responsible for Paul's discipline and was con-
sistent in it. Although he felt quite helpless in coping 
with the problem, he emphasized that as a doctor he had 
more understanding of children than his untrained wife. 
At the time of intake the father introduced the possi -
bility that sibling rivalry was at the root of the problem, 
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yet he denied it immediately thereafter. He saw the relation-
ship between his two children as a very good one and gave 
Paul's concern about the sister's health as an example. 
As the number of interviews increased, the father became 
visibly more anxious in the interview situation. Although 
he talked increasingly about his own childhood, he was un-
able to relate his feelings about it to his son's problem. 
Father ended his clinic contact still feeling that the 
school was causing the problem and that Paul was all right. 
The most important aspect of this case is perhaps the father's 
view of his son's difficulties. When he brought the patient to 
the clinic with his wife, he suggested the outward dynamics of 
his son's symptom. However, this basie cause, a rivalry situa-
tion with the younger sister, was emotionally unacceptable t o 
him. Father himself had revealed in his life history an early 
rivalry situation with his own younger sister. To consider 
then his son's difficulties in a similar light reawakened in 
father a conflict from an earlier period in life which he had 
dealt with by repression. Father had to give the impression of 
being a calm, objective, professional type of person and thus 
denied the emotional aspects of his sods difficulties and could 
not give up his projections. The mere interview situation was 
very anxiety provoking to him. In this case, the worker was 
unable to handle the father's an~iety with him, probably because 
he wa s not reaDy prepared to deal in that situation with his own 
problems. 
Father seemed to have always been concerned about the patient 
and it appears that his interest in the patient is of a warm, 
protective nature. He himself has had a rather unprotected 
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childhood~ not having had a positive relationship with either 
of his parents. The hope to protect the patient ' s life from such 
unsa tisfactory experiences may be partly the reason for his 
maternal and protective attitude toward the patient. 
vlhen mother withdrew from the clinic~ continued treatment 
became too much for father. To remain the only parent in treat-
ment would have .been an admission of parental failure on his 
part. Though he had come regularly for t wo months~ he then 
indicated tha t he could no longer see the need for further 
treatment in view of the patient's symptomatic improvement and 
proceeded to withdraw the patient and himself from the clinic. 
From Group II~ a total of six cases~ in which the father 
came at the clinic ' s suggestion~ one case has been se£cted for 
discussion where the father was seen primarily because of inad -
equacies in his relationship with the patient and in an attempt 
to involve him in treatment with the mother and child . There 
were three such cases. In the second case which has been 
selected~ t he father was seen primarily because the mother could 
not come regularly. It was felt that the patient should con-
tinue in treatment and thus the father ~vas acting as a substi-
tute for mother. There were two cases which fell into that 
category . In the sixth case~ the father was seen because of 
his own per sonal maladjustment which was very disturbing to the 
f amily . 
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Saul was nearly eight years old when his mother brought 
him to the clinic in April 1951. He was an only child and 
lived with hi~ parents in an apartment in a middle class 
residential area . The mother was forty-two and the father 
forty -one years at the time of intake . The father was an 
accountant and the mother worked during the first five 
years of their marriage until she became pregnant with 
the patient. The mother brought Saul for treatment be-
cause he had made attempts to strangle himself both at 
h ome and at school for t wo months prior to intake. He 
was also a markedly passive~ fearful and friendless 
youngster. 
Tvw and one-half years afte r the child's intake, the 
clinic suggested that the father also be seen. It had 
been felt that an attempt should be made to strengthen 
the father -son relationship and to help father become a 
more masculine figure with whom the patient could identify . 
The father was contacted by the clinic on the basis that 
they were interested in his observations and views of the 
patient; that he could be helpful to the patient's trea t-
ment by coming for interviews and at the same time it 
would afford him with an opportunity to ask the usual 
questions parents have about their child's treatment. 
The father was willing to cooperate. Since he worked often 
ou t of town, it was necessary to work out a flexible ap -
pointment schedule, which he kept faithfully . 
The father was the youngest and only American born of 
three brothers. His parents had left Eastern Europe with 
their first two sons who were at least eight years older 
than he . V.lhen the patient's father was ten years old, the 
paternal grandmother had to be institutionalized for severe 
depression and remained there until her death four years 
ag o. The paternal grandfather devoted his life to sacred 
music. Father remembers little of his relationship with 
either his own father or his brothers and spoke of grQw-
ing up by himself. He joined the scout movement at the 
earliest age, became and remained a leader until his late 
h .renties . The only lasting relationship with an adult 
male figure was one with his godfather who had always taken 
a great interest in him. 
The father is of slightly l arger than medium build and 
dresses meticulously in conservative business clothes. His 
speech is halting ~ yet determined, often repeating in a 
slow manner what he had started to say . He was aware of 
that habit and explained it by saying he likes to think 
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through·- what he is going to say. His emphasis ·on detail 
and accuracy seemed to come at the expense of much energy 
and was especially apparent when he would relate little 
incidents or tried to work out an appointment schedule. 
He was aware that his efforts toward accuracy affected 
his work quantitatively, but was pround that his clients 
liked its quality. 
After three years of army service, during which he 
saw his v.rife and new born son monthly, the fatFl.er entered 
into an unsatisfactory business partnership. For the 
past four years he had been on his own again and he 
worked extremely long hours. It seemed as though his 
work - offered him an escape from interpersonal relation-
ships. His outside interests are limited to activities 
which can be pursued in social isolation . 
The father described his marriage a nd family life as 
happy, though he had been spending little time vvi th them. 
He and his wife married after a courtship of six years . 
He fe lt that it had been a natural outgrowth of their 
similar baclcgrounds as both their mothers had been mental 
patients and their childhoods unhappy ones. The father 
felt he had failed in not impregnating his wife earlier 
than he had, emotionally denying that his wife had a 
miscarriage two years before Saul's birth. 
I t seemed that the mother wa s the more assertive and 
dominant figure in the family constellat ion. As the 
f ather gained greater trust in his case worker , he was 
able· to tell about many conflicts between himself and 
his wif e in regard to his work habits. He felt that 
whatever he did would be wrong in his wife's eyes. When 
he did not share his professional problems with his wife 
she felt excluded and when he did, she felt that he wa s 
harrassing her with his problems. He a nd his wife are in 
general agreement on their life goals, except for his 
desire to bury himself in his work. In the course of the 
f~ther's treatment, he began to share more with his wife 
in various family responsibilities. His show of greater 
interest in his wife and son tended to improve the father-
mother relationship. 
In the beginning of his clinic contact,the father could 
speak only of "the little fellow". He felt very guilty that 
he had not been spending more time with the patient but 
said that his desire for that conflic ted with his wanting 
to achieve financial security. He had only a vague know-
ledge of Saul's everyday a ctivities but insisted the clinic 
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and his wife ·had helped Saul to improve a good deal. His 
hope was that once the boy would be old enough to join the 
Boy Scouts he would be all right. 
In reviewing Saul's early years~ his father brought 
out that he had been an almost overly agressive child and 
had often been reprimanded for picking fights with other 
children. He thought that his later passivity was a 
natural reaction-. He also felt that the boy was good and 
easy to handle for his mother because of his submissiveness. 
He spoke of how well he behaved~ how curious he was about 
everything in the world and with some embarassment of how 
affectionate the boy was vvi th both his parents. 
During the course of treatment~ the father became more 
aware of his ~on's need for him and was able to respond 
a little better to it. He started a stamp collection with 
him~ participated in Saul's scouting activities and took 
him on long hikes. The sharing of activities also gave 
the father some enjoyment. However, the father was 
irregul ar in his participation, partly because of his long 
working hours. He still felt the pat ient needed to learn 
to allocate his time better, but was hopeful about that 
and generally felt happy that the boy was so interested 
in scouting . Treatment was termina ted v.rhen it was felt 
that Saul was well enough to go without it and that the 
father was helping him to the best of his ability. 
The goal in this case has been to strengthen the father-
patient relationship and to help father become a more masculine 
person with whom the son could identify . Father approached the 
clinic with a certain amount of admiration for the changes it 
had been able to achieve in the patient's personality. He was 
wil ling to give any information which the clinic might not a l-
ready have gotten from his wife who had started treatment at the 
time the boy had. Father also brought into the treatment situa-
tion much guilt about his own lacks as a father and husband. 
These failings had been pointed out to him repeatedly by his 
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wife and it ~s possible he feared the clinic would assume a 
punitive attitude toward him. However, the case worker•s sym-
pathetic understanding and non-judgmental acceptance of this 
father a nd his defenses enabled him to involve himself in rela-
tion to the patient and not purely as a means to avoid a painful 
area, as he had done in the beginning of contact. 
Thi s father is an obsessive-compulsive person; he tends to 
isolate himself from others through his work and did the same in 
most of his leisure time activities . His own background indi -
cates hovv his difficulties in social relations came about and 
exp lains in part his inability to act as a f a ther toward his 
son . He himself had never learned through experience ·what a 
f a ther- s on rela tionship could be because in effect he did not 
known his own father. However, in the course of treatment, this 
father was able to take a greater interest in his son, although 
only in a limited way . He found that an active father-son rela -
tionship could be something not too demanding of him and pro-
vide him with certain pleasures as well. -
Since t his father had had such an emotionally unsatisfying 
life, positives in the father - son relationship were hard to find . 
Howe ver, this father•s most satisfactory experiences had been 
in connection with scouting. The possibility of helping him con-
tinue this satisfaction in some way through participating in it 
with his son wa s seized upon successfully. By the t i me treatment 
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was terminated~ father was . taking an active interest in his son's 
scouting activities~ which tended to bring the two closer to-
gether. 
As a result of his treatment ~ father was also able to be 
more giving towards his wife . By sharing in some of the respons-
ibilities which mother had carried for the patient by herself~ 
their relationship lost some of its former strain . 
The second of the cases to be presented from Group II 
deals with Joh~ He was five and half years old when his 
mother brought him to the clinic fo r a n evaluation . He 
presented a problem of withdrawal alternating with hyper-
a ctive behavior. At times he did not eat~ talk or elimi-
nate properly~ whil e at other times he was uncontrollable . 
Although the sympt oms became most prominent foll owing a 
virus infection four months prior to his intake~ his 
parents seemed to have had difficulties in controlling him 
for several years . At the time of intake~ John was a first 
grader in a public school where he had difficulties both 
academically and behavior wise . 
vJhile John was an only child at the time of intalce, 
he got a baby sister nineteen months later. Both the 
mother and father were thirty-two years ol d at intake. 
The mother was a housewife and the father a semi-skilled 
laborer . The mat~rnal grandmother was living with the 
family, held a job and was financially independent . 
The father came to the clinic twenty months after John ' s 
intake . The mother found it increasingly difficult to keep 
regular appointments at the clinic then because of pregnancy. 
The clinic suggested to the father that he bring the patient , 
which he was willing to do. However, he doubted both the 
value of John 1 s continued treatment and his tallcing with a 
social -vmrker . He expected his contact with the social 
worker to consist of giving and getting information to help 
the boy. 
The father had had a difficult childhood. Hi s own 
father had marri~d his mother while he did study a t a local 
university and died when father was just a year old. He 
had no contact with his paternal family. He lived with 
his mother and her father until he was six years old. His 
mother was then forced to board him out because of busi-
ness and health reversals on the part of his maternal 
grandfather. His foster home experiences were unhappy 
with frequent breaks in relationships . l~en he entered 
high school he again lived with his mother and for the 
first time began to enjoy school. However~ father felt 
that his mother was a cold person ~ that he could not con-
fide in her and mentioned that he never suffered from an 
overattachment to his .- mother . · 
John 1 s father had tried many jobs without much success. 
He has been working for the last few years as a semi-
skilled laborer but is not satisfied with his job . He 
feared physical handicaps which would throw him out of the 
job, dipliked the uncertainty of income and the lack of 
paid vacations. However , he earned well enough to carry 
heavy medical expenses, keep up payments on his house and 
to own a car . · 
Father married mother shortly after graduating high 
school and the patient was not conceived until five years 
l ater when father returned from army service . He did not 
consider their marriage a very happy one. There were many 
disagreements over father 1 s many job changes a nd their 
entertainment. Father liked to stay home while the mother 
enjoyed going out. He t hinks of himself as easy going and 
his wife as intense, ag~ressive and intolerant. The mother 
felt that father was too lenient with John, while father 
felt that mother overconfined him. During the course of 
treatment~ as father took greater part in John 1 s everyday 
life~ many of the marital strains lessened and father 
asserted himself more in the household . 
Father expressed little feeling about John 1 s maternal 
grandmother whq lives in the home. He stated however~ that 
she is interested in the pat ient and does not mind caring 
for him in the evenings when the parents may vmnt to go 
out. 
The father was unhappy when mother became pregnant 
during John 1 s treatment. He was angered that his wife had 
to wait seven years between babies and worried that the 
new baby might have problems similar to John 1 s. After 
talking about it wi th his worker~ father became more 
accepting of the pregnancy and following the girl 1 s tirth 
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he took part in her development and s eemed genuinely pleased. 
However~ his affection for the new baby did not interfere 
in his relationship with the patient. When the mother 
became pregnant for the third time this spring ~ father . 
again had to talk through the prospects with his worker 
following which he felt able to accept the situation. 
Father 1 s relationship with John seemed involved and he 
had difficulties accepting his behavior. While wondering 
about the cause of the disturbance~ he ascribed it to many 
external factors. · At the same time he had a tendency to 
deny the existence of the problem. He only gradua lly began 
to talk about John 1 s backwardness~ f r equent withdrawal~ 
soiling and wetting. He shared lit tle in the boy 1 s 
activities and felt unable to control him. 
As father 1 s guardedness and anxiety in the interviews 
was somewhat allayed by the worker 1 s sympathetic under-
standing ~ he became cooperative and related positively 
to his .worker and the clinic. There was concomitantly an 
ever increasing warmth in the father-son relationship. 
Father now takes his share of respons i bility for John~ 
shares in it freely with mother and related many of their 
common activities to his needs. 
1Vhile father was unaccepting of John 1 s illness at in~ 
take~ he became decreasingly concerned about the causation 
of the problem~ accepted the illness and was concerned 
only with making the best of things. He was encouraged 
by John 1 s tentative signs of progress~ such as h is begin-
ning to reason~ asking of 11 why 11 ~ 11what'' and 11 vvhen 11 and his 
showing of real emotions as indicated by his .crying real 
tears. 
This f a ther was brought into the treatment situation to in-
sure continued therapy for the patient. Furthermore~ the 
patient 1 s therapist felt that the father-son relationship should 
be strengthened., if possible., especially in view of the impending 
arrival of another baby in the family. Father indicated his 
willingness to come to the clinic when the suggestion was made 
to him ~ although he questioned the value of further treatment 
for h is child. 
I 
The life history revealed by this father indicated certain 
voids in permanent relationships. Perhaps the most glaring 
lack in this man's life experience has been the absence of a 
satisfactory re lationship with a father figure. That explains : 
in part his tenuous relationship with the pat ient prior to the 
onset of his clinic contact. Life had prepared him poorly for 
the role society expected him to play, namely that of husband 
and father. 
The worker was attuned to the needs of father and played 
a very supportive mother role for him. Her acceptance of him 
as he was afforded father with an opportunity to ventilate much 
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of his fee ling about his many difficult experience s . She 
empathized with him and at the same time could offer concrete 
suggestions to deal better with his and the patient's environ-
ment. The worker also helped father to recognize his anxiety about 
his son's and himself being in treatment, so that consequently 
he could feel much freer in the casework relationship . This 
helped him to see his son as a real person in need of him and 
not necessarily as a symbol of his failings. The effect of the 
support father received from his relationship with his vvorker also 
e videnced itself in his greater success in dealing with other 
difficulty situation, such~ his wife 's two more pregnancies 
and the school arrangements for the patient . This provided 
f ather with a new feeling of self esteem which also made itself 
known in the marital situation _. 
The one father in Group III had been sent to the clinic 
with the patient by a court. 
Edith was a thirteen year old girl when she wa s sent 
by the Youth Service Board in whose detention home she had 
been for observation because of a rec ord of fire setting . 
She had also demonstrated difficulties inmjustment to 
fami l y members and boys in particular . She often com-
p l a ined t o police about being molested by boys and it wa s 
fe lt that the se incidents were fantasies due to an ex-
tremely poor relationship with her father . The onset of 
Edith ' s difficulties were dated ba ck eighteen months prior 
to her intake when she had an emergency appendectomy . 
This coincided with the onset of her menstrual cycle. 
Prior to that she had been considered a "model child 11 • 
Edith was the eldest of three siblings, a brother and 
sister being one a nd three years y ounger r espectively . 
The father was fifty-'eight and themother forty-three at 
the time of intake. As the father had been unemployed 
for eight years, the family was living on an Aid to 
Dependent Children grant . The parents were living in 
their old world culture in a low income neighborhood. 
The father brought Edith to the clinic because psychi -
atric treatment for her and the parents had been conditioned 
for her release from the detention home. Father explained 
the mother ' s not coming on the basis that she had language 
and hearing handicap difficulties. He stressed that he 
had come only because of the court order and doubted the 
possible benefits. He expected to be told how best to 
handle his daughter, yet his attitude toward the clinic 
v'TaS negat i ve . He felt that the clinic like everyone else 
was going to blame him for Edith 's difficulties . He i n-
sisted ~: he suspected her of lying a nd wanted to recti-
f y any misinformation . Although he could understa nd the 
necessity for confidentiality if Edith wa s going to trust 
her therapist, he could not accept it . 
Father wa s the second son of an immigrant family and 
described his childhood as poor and restricted. He com-
pared with envy his earl y ·years of hard labor with the 
relative easy life of today ' s youth. His family formed 
a trucking concern when father was in his late teens, but 
t hey had to sell it when his father and brother died a 
few years later. Father then encountered difficulties in 
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getting along with various bosses and was frequently fired . 
Since 1941 he had been unemployed and had asthma and ar-
t hritis for which he was getting medical help. He was a 
very dependent man vlho met frustrating situations alter-
nately with anger and over-compliance . 
Little is known of father's ma rital relationship. He 
liked to see himself as the dominant person in the family, 
but there were clues indicating the contrary. The mother 
used her diabetes to control the famil y and when she and 
f a t her came occasionally for joint interviews, she did all 
the talking while father felt uncomfortable. They did few 
things together, mother enjoying visits with her sisters 
while father liked to be with the children or at a corner 
cafe. They disagreed who and how the children should be 
disciplined and mother compared father unfavorably with 
her brother- in- laws in front of the children . 
At intake father described the patient 's siblings as 
well mannered and respectful and did not think that they 
had any difficulties . Because of mother 's illness, father 
took them to clinics when they were in health needs. Not 
until long after intake did father talk about difficulties 
with the other children. vlhen they reached adolescenee with 
its inherent quality of rebellion, father became increasing-
ly unable to discharge his parental responsibilities . As 
they slipped from his control, he became more hostile to-
ward them, as he had done with the pa tient . He emphasized 
that he had always been closer to the children than their 
mother. 
~. Father was controlling and restrictive of Edith . Al-
though he saw little of his daughter, they seemed to have 
running arguments . Edith often did not speak to her father 
for weeks, vJ"hich annoyed him. The only time Edith spoke 
to her fathe r was when she wanted something from him and 
kissed him to his embarassment . He was bothered by her 
turning to priests , policemen and judges, all of whom are 
authority figures and father felt threatened by them . He 
expressed many fantasies about Edith's being promiscuous, 
a thief or murderess; he feared she might be seduced by 
priests, attacked on the street or go to wild parties. As 
treatment progressed, father's fears of losing control 
over Edith proved justified . She flaunted her activities 
in front of her father and ridiculed his threats of sending 
her to an institution. Father was very upset by her ex-
pression of death wishes toward both him and his wife. 
However, as the fa t her-daughter relationship continued to 
deteriorate, Edith got along a little better with her 
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mother for which father jealously blamed the clinic. 
Throughout treatment, father remained unable to relate 
his own anxieties to those of the patient . He doubted that 
the difficulties had an emotional basis and blamed the 
appendectomy and environment. Edith's inc::reased diffi-
culties intensified father's negative feelings toward the 
clinic. Although he came close at one point to consenting 
to Edith ' s placement in a protective group placement for 
intensive therapy, he could not sign· the necessary papers . 
The clinic then terminated the case with the understanding 
that the court would place her as would be indicated 
following her next offense. 
In this case it is significant that the father felt he had 
been ordered to the clinic by the court s . In view bf his past 
difficulties with his own father and various bosses, it is 
understandable that he should have approached the clinic with 
much ambivalence. Although the case worker was sympathetic, 
understandings and accepting of this father 's problems and 
feelings, the father was unable to change his a ttitude toward the 
clinic to any extent. When his dependency needs proved to be · 
insatiable, father's attitude toward the clinic became quite 
hostile. Psychotherapy was not able to overcome the severely 
adverse home situation, especially as father could not respond 
positively to the interest shown in him by the clinic. A.s a 
result, the father-patient relationship de teriorated even more. 
Father had been the parent most responsible for the care and 
discipline of the patient, partly because of his ovm need to 
assume the maternal role and partly because the mother could 
not and did not want to assume her responsibilities. However, 
f ather had such difficulties coping with that responsibility 
that it resulted i n his increasing host~l~ty ~ oward t he patient . 
His anger was at times so intense that he experienced great 
strain trying to control his aggressive (destructive ) impulses. 
Father had provided patient with little opportunity to 
resolve her oedipal conflict because of his lack of masculinity . 
Perhaps partly in an effort to gain cont r ol over her own im-
pulses~ the patient established relationships with various adult 
males in the community; all of these were p olicemen~ judicial 
officers or priests. This in turn strained the father-patient 
relationship even more because of father's own difficulties 
in getting along with authoritative figures and because he felt 
it to be rejection of him. It also aroused many incestual 
wishes and fantasies in father~ expressed in terms of· projec -
tions. 
Although father was willing to coopera te in the patient ' s 
treatment~ hop ing that he would learn to handle her better he 
was unable to utilize the casework relationship to advantage . 
He was far too threatened by the relationship with his male 
worker. vlhen it became clear that outpatient treatment was not 
sufficient f or the patient~ father came close to signing 
commitment papers to a group placement . However~ his guilt 
overwhe lmed him and he could not go through with it. Further 
treatment then became impossible as the clinic could no· longer 
assume the responsibility. Father's own disturbance interacted 
so strongl y with that of patient that success in ·conventional 
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child guidance treatment became impossible. The community is 
now ready to send the patient into a placement where she will 
be protected from herself and wil l receive intensive therapy 
following her next episode of anti - social behavior. 
. - "'*'- 1 
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CHAPTER VI 
CONCLUSIONS 
'rhis study has concerned itself with fathers who were 
seen by case workers in the Children's Psychiabric Clinic 
at the l\~assachusetts Memoria l Hospital. 'rhe purpose was to 
inquire into the fathers• attitudes toward the clinic and 
treatment and whether the labter affected their family rela-
tionships. Four general questions were posed at the outset 
of this study: 
1. How were fathers included in child gUidance treat-
ment? 
2 . In what ways did the fathers in therapy change their 
attitudes toward their participation in treatment~ the 
child~ and were there any changes in their family re-
lationships? 
3. Did case work with the fathers in child guidance pose 
any special problems? 
4. t1hat was the value of including the fathers in 
treatment? 
In answer to the first question, it was found that fa -
thers were included in the treatment process of their chil-
dren in three different ways. 6ne~ they came for intake 
either by themselves or with the mothers . Two, they came 
because the clinic suggested to them that their participation 
vmuld be helpful. Three, an outside agency requested the 
father to come with his child. 
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In answer to the s econd question, it was found that the 
fathers VJho came t o the clinic with a desire to participate 
in the treat ment process did not change significantly in this 
attitude . Fathers who were in duubt about participating at 
intake became mostly less willing or able to stay in treat -
ment. The fathers • attitudes toward their children 1 s being 
in psychiatric treatment remained generally unchanged . A 
significant change was found in the degree t o v-Thich the fa -
thers understood and/or acc epted their children 1 s problems . 
The results further show a significant number of fathers ex-
perienced greater satisfaction in their family relationships, 
if they discussed ~hem during the course of their treatment, 
only one father countering that t rend . 
The results further show that the ab ove changes were pre -
dominant among the fathers who were included in treatment at 
the suggestion of the clinic . The fathers who came to the 
clinic in other ways did not show any positive changes in 
their relationships . 
The only special problem p osed by the inclusion of the 
fathers in treatment was the frequent conflict between their 
~vorlcing hours and clinic hours . It was necessary to arrange 
flexible appointment hours for eight fathers . 
The question about the val ue of including the fathers in 
treatment is best answered by the fact that the family rela-
tionships of four fathers improved in the course of their 
treatment . There is also the implied evidence that that con-
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tinued contact with the fathers in addition to the mothers 
gave t he clinic a better understanding of the family si tuat .· .. :.1 . 
tions. Al though the size of this sample makes it impossible 
to consider it as representative of fathers in child guidance 
treatment, some of the results may warrant further inquiry 
int o the following areas: whether there is a relationship bet~ 
ween the fathers ' education and the role they play in their 
famil y constellations; whether there is a relationship 
between these fact ors and their attitude toward their parti-
cipation in treatment and whether there is a further relation-
ship between the ab ove factors and treatment r esult s . 
In conclusion, the results of this study may suggest 
that clinics have been too t imid in approaching fathers for 
participatmon in treatment , for in four of the six cases 
studied in which this was done, the fathers gained greater 
satisfaction in at least one area of their family r elation-
ships . Some of these fathers gained grea ter satisfaction in 
all areas of t heir family relationships . 
Thus, while not all the fathers reached the goals set 
for the ir treatment, the above gains seem to indicate the 
value of fathers ' treatment part icipation in terms of greater 
happiness for the entire family . As Beron stated: 
... a father can not be thought of as a person apart, but 
must be seen in the context of h1s ·:·family relationship s. 
Particularly important are his relationships to his wife 
which reflects his earlier life experiences in interper-
sonal matters and his relationship to the p~tient, which 
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is fraught with special meaning.1 
In this relatively new and unexplored area of fathers in 
child guidance, we would do well to keep in mind the words of 
William S • . Langford: 
Fundamentally, the key to progress i:P, helping parents is 
the relationship with a non-judgmental, non-critical, ac-
cepting person who at the same time is 1n a position of 
professional authority • . Most parents can be helped to 
some degree, and their behavior with the chdld modified 
through such a relationship.2 
It is the opinion of this wrdter that 'parents' 1n child 
guidance treatment should consist of both the mother and the 
father and that this be done through carefully formulated 
treatment plans. Only 1n this way can the basic concept of 
social work, "the family as the unit of wo~k"3, be fully 
realized •. 
1. Lillian Beron, 11Fathers as Clients 1n a Child 
Guidance Clinic", Smith College Studies, 14:364, 1943-1944. 
2. \'Tllliam s. Langford, M.D. and Katherine ~Ioore 
Wickman, "The Clinical Aspects of Parent-Child Relationships "~ ~ 
Mental Hygiene, 32:86, . January, 1948. 
3. GOrdon Hamilton, op. cit., p. 257. 
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APPENDIX 
APPENDIX A 
SCHEDULE 
Identifying Information 
Father's name Age Education Occupation 
Mother~s " II It II 
Religion 
II 
Ethnic Background: Mother Father Marital Status 
Patient's name Age Sex Grade Living with 
Siblings' " s n u II 
" 
Referral of patient 
Date Age Source 
Reasons given: 
Diagnosis: 
When, in relation to pt's referral, was contact with fa estab-
lished'? 
Was fa sole parent in treatment'? 
Was case wobk with mo attempted'? 
When,, in relation to fa, did case 
l • . a) same time 2 •. Was 
b) earlier than fa 
c) later than fa 
d) intermittantly 
work with mo start'? 
it continued'? 
At whose suggestion did fa come to the clinic? 
a) his own b) clinic's c) other's 
If fa did not come on his own, how was it presented to him 
that he come? 
Reasons for fa's seeing a case worker 
a·) as stated by fa:: 
b.) as stated by the clinic: 
Treatment goals: 
Appointments 
a) total number of times fa was seen: 
b) frequency: weekly more often leas often. 
c) keeping of appointments: 
1 • . regular 2. misses seldom: 3 •. misses often 
Were there any difficulties in scheduling appointments? 
Describe: 
clinic hel 
- a wants help for pt 
c doesn't want help 
uncertain regarding help 
unknown 
Fa's expectations of his part 1n treatment at intake and 
dur1ni treatment 
a to give information to help pt'a treatment 
b to get II If II II II 
cd) ',', 11 help for himself . and !-a help l?t' a treatment 
) " n u " regardless of pt' a treatment 
Fa's awareness of emotional -aspects of 
duri~ treatment 
a acknowledges emotional aspects 
b) II II II 
c) n n n 
. ~ ~ uncer~ain ~ n 
II 
f) " " " ~- ~ doesn .. 
1
t ac~owl. ;: 
~) II It II ~> denies any problem 
" II 
" 
" 
" -. II 
problem at intake and 
wants help with problem 
doesn't want help 
uncertain about help 
wants help with problem 
doesn't want help 
uncertain about help 
wan~i help with problem 
doesn't want help 
unde cided ~bout help 
Fa's understandin of roblems' causation at intake and term,. 
a attributea ·to himself, feels responsible 
b n u mo' s failings · 
c) " u environmental factors 
ed)~ n " ·hereditary factors 1. own: family 2. mo's ) n n no single fator with some limi.ted under~t •. 
fg) It n total situation needing little clarificat. ) other-
59. 
Fa's attitude toward pt's getting psychiatric help at intake 
and durin treatment 
a wants help for pt c) doesn't want help 
b uncertain ~e help for pt. d) Wlknown 
Interview content at intake and durin treatment 
a talks primarily re pt s proble~ excluding himslef 
b n n u himself disregarding pt' s problem 
~)discusses his role of parent in relation to pt and 
d) other his problem 
Material discussed by fa--- describe: 
Interview behavior at intake and during treatment 
a) cooperative b) anxious c) hostile d) defensive 
How did fa rekate to worker? Describe: 
What case work methods were primarily used? Describe: 
What is fa' a familial background? Describe·: 
Fa's goals for himself and his family as compared with mo'a 
' at intake and during treatment---economic, social, religious. 
education and occupation · -
a) same b) differ somewhat c) conflicting d) unknown 
Fa's responsibilities toward the ~home and family---care of 
children, discipline of children, care of household. financial 
. and recreational decisions 
I 
I 
I 
a) participates ·c) primarily responsible for 
doesn't participate d) unknown 
With whom and where doe~ fa spend his leisure time? Desc~~be: 
Fa • s relationship to mo at intake and to'\'rard end of contact 
. a) he described it as being: 
1. happy 2. unhappy 3. no clear expression 
b) clinic's evaluation:-
describe in terms of dominance, submissiveness, 
passivity, etc. 
Fa's relationship to pt's siblings 
a) as stated by fa -
b) clinic's opinion 
Fa's relationship to others 1n household 
a) as stated by fa 
b) clinic's opinion 
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Fa's relationship to pt 
a) as stated by fa: 
b) clinic's evaluation: 
Nature of fa 1 s sharing of interest with the pt at intake and 
during treatment in relation to pt 1 s home, school and outside 
activities 
Describe in terms of its relatedness to pt 1 s needs, fra-
Il quency and fa • s attitude: 
~ shares with mo 2. stricter than mo 
less strict than mo 
h) harsh 2. inconsistent 3. reasonable 
unknown 
in fa's relationships in course 
between fa and pt 
II 
II 
II 
II 
II 
II 
-
11 mo 
II pt's siblings 
u ot{lers in household 
Is treatment now terminated? 
terms 
If treatment is not now terminated, is it likely to be soon? 
Why o:b why not? 
If treatment has been terminated, by whom was it d~e? For 
what reason? 
6~. 
